A 79-year-old man was admitted to Samsung Changwon Hospital due to chest pain and dyspnea. The ejection fraction was 31% and mean pressure gradient between the left ventricle and aorta was 69.4 mmHg on echocardiography. Chest computed tomography showed severe calcification of the ascending aorta. Aortic valve replacement was successfully performed using a thoracic endovascular aortic repair balloon catheter without classic aortic cross clamping. The patient was discharged on the eleventh postoperative day.
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CASE REPORT
A 79-year-old man was admitted due to severe chest pain and dyspnea for 3 days. The patient's medical history showed that he had undergone treatment for sustained ventricular tachycardia six years ago. The patient had been taking hypertension medicine.
During the evaluation, the patient complained of mild chest pain. Preoperative chest radiography showed cardiomegaly and aortic arch calcification ( 
DISCUSSION
As an increasing number of older patients undergo cardiac operations, severe atherosclerosis of the ascending aorta has been appearing more frequently. As much as 13% of the patients undergoing cardiac surgery will have a significant asso- Although various surgical strategies have been described for managing atherosclerotic aorta in patients requiring aortic valve replacement, the appropriate techniques are unknown.
In addition, these strategies all need HCA. Okamoto et al. [6] have described HCA as a useful method for replacing the aortic valve in a patient with an atherosclerotic aorta.
However, it has a limitation in its safe duration without ischemic injury occurring to the brain, and longer cardiac arrest time is also associated with high mortality and morbidity [6] .
In our case, we performed aortic valve replacement using retrograde endoaortic balloon occlusion without HCA. This is the first such case in Korea. Abe et al. [7] reported that four valve surgeries were performed with balloon occlusion without HCA. We maintained the patient's body at a temperature of about 32 o C, unlike during HCA. This procedure was performed successfully, and postoperatively, the patient recovered without any complications. Although this technique still has a greater risk of dislodging emboli than the "no-touch" technique under HCA, we believe that it was effective and could be a good option for high-risk patients who have a pathology of the ascending aorta while reducing the risk of cerebral embolism and without the burden of HCA. Future studies will be required to ascertain the safety of endoaortic balloon occlusion.
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